In two additional, so far unpublished case reports distal or mid-portion thromboembolic occlusion of the left anterior descending coronary artery and the first diagonal branch were described. Both cases had a tragic outcome-either due to myocardial perforation or disseminated intravascular coagulation.
Discussion
Thromboembolic occlusion of the left anterior descending coronary artery (and its diagonal branch) may exist in takotsubo syndrome as reported in a few case reports. Also highly controversial are the findings of intravascular ultrasound of the left anterior descending coronary artery [2,3] either with or without vulnerable plaque surface, altered platelet activity and subsequent thrombus formation.
Conclusion
Transient thromboembolic occlusion may be added to different causes of takotsubo syndrome in a few cases, although it should be clearly stated that a few cases cannot be used as a generalization. Myocardial bridging [5] , spasm [6] or catecholamine (stress) mediated causes are well known and described in the literature. 
Check for updates
For a long period of time there has been a controversy as to whether takotsubo syndrome is related to intracoronary thromboembolic occlusions.
Methodology and Rationale
No significant alterations have been seen in thrombophilic factors in takotsubo syndrome on serology [1] and no plaque rupture has been noted on intravascular ultrasound [2].
However, Pawlowski, et al. described vulnerable plaque surface, platelet activity and subsequent thrombus formation in virtual histology intravascular ultrasound evaluation of the left anterior descending coronary artery in slight or non-significant lesions [3] .
In fact, on coronary angiography of the left anterior descending coronary artery, non-significant lesions has been seen in many cases with takotsubo syndrome characterized by left ventricular apical ballooning.
In many catheter laboratories left ventricular angiography is not performed in cases with ST-segment elevation. The correlation of significant findings in coronary vessels and the function of the left ventricle cannot be reliably correlated. Echocardiography can help in these cases directly before or after coronary angiography.
In cases of ST segment depression and coronary angiography after a maximum of 72 hours subsequent thrombus formation might no longer be detectable and transient thromboembolic occlusion can be missed.
Results
A few case reports found an association between left ventricular apical ballooning and transient thromboembolic occlusion in myocardial bridging of the mid-por-
